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The purpose of this inspection was to conduct a complaint inspection. 

During the course of the inspection, the inspector spoke with: The Administrator, the Director of Care and 
nursing staff that work on the unit where the identified resident had resided. 

During the course of the inspection, the inspector: conducted a review of the identified resident's health file and 
a review of the home's Falls Risk Prevention policy. 

The following Inspection Protocols were used during this inspection: 
Hospitalization and Death Inspection Protocol 
Personal Support Services Protocol 

[ZI Findings of Non-Compliance were found during this inspection. The following action was taken: 

[2]WN 
[1] VPC 

. . 

NON- COMPLIANCE/ (Non-respectes) 

Definitions/Definitions 

WN - Wrttten Notifications/Avis ecrtt 
VPC - Voluntary Plan ·of Correction/Plan de redressement volontaire 
DR- Director Referral/Reglsseur envoys 
CO- Compliance Order/Ordres de conformit9 
WAD - Work and Activity Order/Ordres: travaux et activites 

. 

The following constitutes written notification of non-compliance under Le suivant constituer un avis d'6crit de !'exigence prevue le paragraphs 1 
paragraph 1 of section 152 of the L TCHA. - de section 152 de !es foyers de solns de longue duree. 

Non-compliance with requirements under the Long-Term Care Homes Non-respect avec les exigences sur le Loi de 2007 !es foyers de soins de 
Act, 2007 (LTCHA) was found. (A requirement under the LTCHA Includes longue duree a trouve. (Une exigence dans le loi comprend Jes exigences 
the requirements contained In the items listed in the definition of contenues dans Jes points tmumeres dans la d0finition de "exigence 
"requirement under this Act" in subsection 2(1) of the LTCHA.) prevue par la presenle loi" au paragraphe 2(1) de la Joi. 

WN #1: The Licensee has failed to comply with L TCHA 2007 S.O.2007, c.8 s. 6 (5) & (7). 

6 (5) The licensee shall ensure that the resident, the resident's substitute decision-maker, if any, and any 
other persons designated by the resident or substitute decision-maker are given an opportunity to participate 
fully in the development and implementation of the resident's plan of care. 

(7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified 
in the plan. 
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1) The Substitute Decision Maker for the identified resident was not notified nor was consent given for all 
changes to the resident's psychotropic medication profile. A medication was ordered but the resident's 
SOM was not notified of the addition of this medication. 

2) When the identified resident was admitted to the home, the resident was noted to be very thin and the 
resident's SOM indicated that the resident had lost a significant amount of weight. The SOM also told 
staff that the resident had been receiving a supplement prior to admission and that the SOM wished 
the resident to continue with this treatment. The Registered Dietitian noted on the resident's health file 
that the resident was at high nutritional risk and the nutritional plan of care indicates that the resident 
should receive a supplement. This information was not documented on the physician's order form, nor 
was it relayed to the home's dietary or nursing staff. Consequently, the resident never received the 
supplement during the time that the resident resided at the home. 

Inspector ID #: I 
# 167 

WN #2: The Licensee has failed to comply with O.Reg. 79/10 s.24(2)1 
24(2) The care plan must identify the resident and must include, at a minimum, the following with respect to 
the resident: 

1. Any risks the resident may pose to himself or herself, including any risk of falling, and interventions 
to mitigate those risks. 

Findings: 

The identified resident was noted to have had frequent falls prior to admission to the home. The resident was 
also noted to have periods of agitation and wandering/exit seeking. 
The 24 hour care plan for the resident does not include interventions to mitigate the risks associated with 
these behaviours. 

Inspector ID#: 
I# 167 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance to ensure that residents' who are 
newly admitted to the home have a 24 hour care plan in place to address issues of risk, to be implemented 
voluntarily. 

Inspector ID #: 
I# 167 
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Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Division 
Signature du Tltulalre du representant designe representative/Signature du (de la} repr&sentant(e) de la Division de la 

responsabilisation et de la performance du systeme de sante. 

1~~ 
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